Hepatectomy can be performed without these facilities but increasingly surgeons are using them in order to perform hepatectomy more safely and precisely. Before the development of intraoperative ultrasound, inspection and palpation were the only way of assessing a hepatic lesion at laparotomy5'6. Now intraoperative ultrasound (US) is complementing this as more centres obtain both the necessary equipment and expertise.
The use of intraoperative US was first reported in the 1960's but the technique was not widely adopted because equipment was difficult to use and the images difficult to interpret. In the early 1980's, with refinements in equipment, intraoperative US finally became a useful diagnostic technique7-9. Using real time B-mode scanners it is possible to recognize the 3-dimensional nature of lesions and their relationship to the blood vessels of the liver as well as to identify small and previously undetectable lesions.
The method is essentially simple and involves placing a sterile probe directly on to the liver surface. Sterile jelly or normal saline solution can be applied to enhance sound transmission but this is usually unnecessary unless the liver surface is irregular as it is in macronodular cirrhosis. There exists a blind zone of 0. We believe that the use of intraoperative US will become as indispensable for liver surgeons as a stethoscope is for physicians. It is especially useful when considering surgery on small lesions or on the cirrhotic liver which has always presented special problems. The technique can be learned quickly, although accurate interpretation of the images will only come with experience. The only way to become proficient is to use it on every case until the normal anatomical structures can be clearly and easily identified. Its' use should become an essential component of the training of all liver surgeons.
